British-trained PAs in emergency medicine has increased from 6 to 13, 2 despite the closure of two of the four programmes educating PAs during this time frame. As of July 2014, several universities are opening new PA programmes and existing programmes are expanding their intake of students. From a nadir of 36 entrants in 2012, there should be at least 150 students entering PA education programmes in 2015. As emergency medicine is one of the most popular specialties for UK-trained PAs, the number of PAs available to practice in accident and emergency should continue to grow.
The data show that most PAs in the UK are not yet performing more invasive clinical procedures used in emergency medicine. This is consistent with the experience of PAs in the USA and is related to their relative inexperience in emergency medicine (1-2 years in post). PA practice rests on a concept of 'negotiated performance autonomy' in which doctors provide their PAs with training for increasing skills over time and allow the PA to perform these duties autonomously once the PA has demonstrated competence to the doctor's satisfaction. 3 As not all PAs are equally skilled at all tasks, the delegation of autonomy to the PA is granted by the doctor on an individual basis over time. It is also possible that the unresolved legal status of PAs is causing uncertainty among doctors about whether or not they are allowed to delegate these more invasive tasks to PAs. 4 If the regulatory issues are resolved and PAs continue to gain experience in emergency care, evidence from the USA suggests that PAs will be able to increase their contribution to the emergency medical team. 5 The NHS desperately needs to evaluate new methods for delivering emergency care. The short postgraduate educational pipeline (2 years) for PAs, their generalist training and their ability to expand their skill set over time should make the government seriously consider regulating these professionals and expanding the number of PAs in training. ■ He acknowledges that the acute care of largely older adults with frailty, multiple comorbidities, dementia and social vulnerability accounts for a large proportion of today's acute medical take and an even bigger proportion of occupied bed days. While he then praises geriatricians and their multidisciplinary team colleagues for being good at discharge planning, I do not believe that this is the only skill we have that general physicians fall short on, nor that we have access to some magic set of supports that other physicians cannot access. In reality, any general physician can become fairly skilled and knowledgeable in the area of post-acute rehabilitation, discharge and community services if they choose to. But too often, they regard it as an unworthy 'social' endeavour and someone else's job, and label older patients as having 'acopia' or 'social admissions', or being 'bed blockers'. 2 Geriatricians add value to patient care in a variety of other ways by being skilled diagnosticians in the care of frail older people (such as the 'older woman who has had a funny turn' he describes). In addition, if as Dr Firth claims, the assessment of such patients is often more challenging and complex than single diseases in younger adults, it does make me wonder why generalism should be seen, as he claims as being less prestigious.
TAMARA S RITSEMA
Comprehensive geriatric assessment delivers a range of benefi ts to patients. 3 Ensuring older people are seen at the front door of hospitals by geriatricians, as well as a relentless focus on discharge planning, can deliver big effi ciencies and improved outcomes. 4 It is geriatricians who have led the way in developing the evidence base for previously neglected syndromes, such as falls or delirium, and in care of inpatients with comorbid dementia. We are also generally dually accredited in general internal medicine (GiM) and deliver more of it than most other specialities.
And despite Firth's claims of low status or popularity, we are the biggest GiM speciality in the Royal College of Physicians with the highest number of trainees.
A big proportion of the acute take in less frail patients can be handled by outpatient clinics or with discharge within 48 hours if patients are admitted. Most patients who remain are then either mainstream geriatric medicine or fi t more or less into one of the main organ specialities, without that much unclassifi ed general medicine left. So the relationship between geriatrics and acute medicine is not a sideshow -it is key.
Finally, I must express disappointment that Firth feels that those doing general and geriatric medicine are regarded as 'second rate' and of lower status than those focusing on single organs or diseases. This is not a situation we can allow to continue.
As NHS doctors, we are trained and paid by the taxpayer. As such we have a duty to embrace the care of the patients who actually come through the door (generally older and medically complex) not those we might fi nd more glamorous. Looking after these patients should be seen as a vital role to be proud of and one which is 'core business' for those of us working in general hospitals. Even tertiary referral centres like Addenbrookes Hospital (Cambridge, UK) are still the district general hospital for their local community.
I have to ask, who is giving out the message that expert generalism is a poor relation? I feel our medical schools have a big responsibility with values and curriculae not focusing nearly enough on the care of older people and those with multimorbidity. 5 Postgraduate training often reinforces this. I do not think that the Royal College of Physicians' scheme to make more doctors do medical registrar on calls will make people who are not interested in general medicine or geriatrics any more interested, nor that creating a 'chief of medicine' post, as set out in the Future Hospitals Commission Report, will shift values. We really need to send out the message that care of the unselected medical take and non-elective inpatient work is the key to solving the problems hospitals face, and therefore the most important job of all. 
